The overall aim of this pilot study was to examine the feasibility and acceptability of a multicomponent, psychosocial intervention specifically designed to meet the unique needs of caregivers who are balancing caregiving duties with work responsibilities. Seventy-one family caregivers employed at a private, nonprofit institution in South Florida were randomized to either the Caregiver Workstation condition (n = 35) or a control condition (n = 36). Sixty-two caregivers completed the 5-month follow-up. Our results indicate that an intervention tailored to the time demands of a working caregiver is feasible, acceptable to caregivers, and has the potential to have positive longterm effects. Currently, there are limited data available regarding the benefits of employer programs for caregivers or the type of programs caregivers find most useful. This pilot study is the first step in developing a working caregiver intervention program that can be implemented on a broad-scale basis.
According to recent statistics, approximately 17.7 million adults in the United States provide care for a person above age 65 with a disability or chronic illness (National Academies of Sciences, Engineering, and Medicine, 2016) . It is anticipated that informal caregivers will continue to be relied upon as the single largest source of long-term care and support for older adults in the future. Although caregiving can be rewarding, the literature clearly shows that caregiving can result in negative physical and emotional consequences. Caregiving can also negatively affect work performance (Longacre, Valdmanis, Handorf, & Fang, 2017; Schulz & Beach, 1999; Schulz & Sherwood, 2008) . Approximately half of all caregivers work full-or parttime (National Academies of Sciences, Engineering, and Medicine, 2016) . Depending on the care needs and the intensity of the caregiving role, a caregiver may have to make accommodations to their work commitments to manage their caregiving responsibilities and their job. These accommodations include coming in late to work, leaving early or taking time off, taking a leave of absence, taking a less demanding job, working fewer hours, or giving up work entirely (40%; Longacre et al., 2017) .
Some estimates suggest that these accommodations cost U.S. employers between US$29 and US$33 billion per year in lost productivity (MetLife Mature Market Institute, 2011) . A study by Arno, Viola, and Shi (2011) based on the Health and Retirement Study longitudinal data examined the longterm economic effects on workers who either reduced their hours at work or left the workplace before full retirement age. The analysis found that incomerelated losses sustained by family caregivers aged 50 and older who leave the workforce to care for a parent are US$303,880, on average, in lost income and benefits over a caregiver's lifetime (Arno et al., 2011) . As the population ages, many employees will struggle to balance the demands of work and caregiving responsibilities and employers will face increasing concerns about lost productivity. Recognizing the need to support working caregivers, the federal government passed the Family and Medical Leave Act (FMLA). This legislation allows eligible workers up to 12 weeks a year of unpaid leave for family caregiving without loss of job security or health benefits (Family and Medical Leave Act of 1993).
However, FMLA pertains only to workers caring for spouses, domestic partners, children, and parents-omitting nearly one in four caregivers (23.7%) and likely many others because stepchildren and sons-and daughters-in-law are not eligible for FMLA benefits (Family and Medical Leave Act of 1993; National Academies of Sciences, Engineering, and Medicine, 2016) . Furthermore, it does not apply to employers with fewer than 50 employees. Perhaps, even more important, eligible family caregivers may be unable to afford the unpaid leave that FMLA protects, and many U.S. workers-especially low-wage workers-lack access to paid time off of any kind (Family and Medical Leave Act of 1993; National Academies of Sciences, Engineering, and Medicine, 2016 ). An increasing number of businesses are also offering programs to support caregivers who work. Unfortunately, these programs are underutilized because of logistical issues, lack of awareness about their availability among employees, or because they are unresponsive to employee needs (Barham, Gottlieb, & Kelloway, 1998) .
Women often shoulder the responsibility of providing care for older relatives (Hoffman, 2000) . Twenty-four percent of women become caregivers at some time between the ages of 35 and 44 years, while 36% become caregivers between the ages of 55 and 64 years (Moen, Robison, & Fields, 1994) . Women are more likely to reduce work hours than their male counterparts, and women who leave work while caregiving may find it difficult to return to the labor force after they cease providing care (Covinsky et al., 2001; Skira, 2015) . Wives caring for their husbands have retirement odds 5 times greater than women who are not caregivers. In contrast, husbands caring for their wives are substantially slower to retire (Dentinger & Clarkberg, 2002) .
Although considerable evidence has now accumulated documenting the effectiveness of psychosocial interventions to alleviate caregiver distress (Belle et al., 2007; Czaja, Loewenstein, Schulz, Nair, & Perdomo, 2013; Gallagher-Thompson, Gray, Dupart, Jimenez, & Thompson, 2008; GallagherThompson et al., 2015; Gitlin et al., 2003) , there are limited empirical data on the impact of employer/organizational programs on caregiver outcomes or employer outcomes. The limited data that are available suggest that these types of programs are positively correlated to improved outcomes (Wagner & Hunt, 1994) . Employers do not need to design new programs. If they make an already established intervention available and make accommodations for their employees, who are struggling with multiple role demands, and make these programs easily accessible, then these working caregivers might experience improved outcomes and employers will experience improved work outcomes. Results of a study that examined the benefits of an educational seminar for working caregivers (Ingersoll-Dayton, Chapman, & Neal, 1990) found that attendance at the seminar series was associated with a decrease in absenteeism and knowledge of aging services, and a decrease in negative affect.
There is a need for increased corporate attention to help employee caregivers balance their work and caregiving commitments, and to develop innovative programs for working caregivers. This article focuses on implementation and evaluation of a pilot project designed for working caregivers. The overall objective of this pilot project was to test the feasibility, acceptability, and potential efficacy of a multicomponent, psychosocial, technology-based intervention for working caregivers. Consistent with recommendations from biostatistical workgroups funded by the National Institutes of Health (Kraemer, Mintz, Noda, Tinklenberg, & Yesavage, 2006) , this pilot project was not powered to test a hypothesis; our goal was, rather, to gather information on the usefulness of the program and strategies to maximize implementation success. The program was implemented with working caregivers of older adults affiliated with the same organization, a private, nonprofit institution in South Florida that employs more than 14,604 faculty and staff.
Initially, focus groups were conducted with human resource personnel and caregivers to identify the concerns of both management and employees, to make them stakeholders in the project, and to tailor the intervention to the specific needs of the worker and organization. We then conducted a smallscale efficacy trial (two-group randomized trial) to gather information on the acceptability and feasibility of the intervention program and preliminary data on the impact of the intervention on caregiver outcomes.
Method

Phase 1: Focus Groups
We conducted two focus groups with employees within the organization who were also primary caregivers to an older adult to ascertain information about their needs and the potential usefulness of the intervention program. Twentythree employees participated in the groups (Group 1, N = 11; Group 2, N = 12). The participants ranged in age from 38 to 62 years (M = 49.9 years, standard deviation [SD] = 3.08 years). The majority self-identified as Hispanic (70%), whereas 22% were Black/African American, and 8% were White non-Hispanic. Most (96%) were daughters who were serving as caregivers to an aging parent. The predominant illnesses of their loved ones were dementia, cardiovascular problems, diabetes, and cancer. Initially, the participants were provided with an overview of the intervention and then asked by the group facilitator to respond to queries about the potential value of the intervention and to provide suggestions for the content.
All the participants indicated that it was difficult to juggle work and caregiving responsibilities. When asked about what type of support they would find most helpful, the most common responses were information on caregiving and how to provide care, information on community resources, stress reduction strategies, enhanced social connectivity with other caregivers, and help navigating the health care system. We asked them their opinions concerning our idea of creating a website, so that they could access it as their schedule allowed. They expressed positive reactions to this idea, indicated that they would find it helpful and useful, and stated that the use of technology, as a delivery mechanism, would facilitate access to the intervention. In response, we designed a website that incorporated each component to address the stated needs of the caregivers in our focus groups.
We also conducted a small focus group with personnel from the human resource department (HRD) and employee assistance program (EAP) of the organization. The rationale for the group was to inform the participants about the study, solicit help with participant recruitment, gather input on resources and programs for caregivers within the organization, and gather information on issues related to caregiver/family benefits. Five individuals participated in the focus group that represented the EAP, the HRD, and the employee wellness program. Overall, the participants were enthusiastic about the program. They also offered strategies to assist with program implementation and recruitment such as providing information about the program on the Employee Assistance website, alerting management about the logistics of the program, and providing information about organizational resources relevant to family caregivers.
Phase 2: Pilot Efficacy Trial
Participants. Participants were recruited through advertisement in employee newsletters, organizational websites, bulletin boards, and word of mouth. A total of 112 caregivers of older adults were screened for inclusion. Of those caregivers, 71 were enrolled and randomized to either the intervention condition (n = 35) or control (n = 36). A caregiver was eligible to enter the study if he or she (a) self-identified as primary caregiver and health care surrogate of an older adult who was >50 years, (b) was currently employed full-or parttime at the organization, (c) was 21 years of age or older, (d) lived with or within close proximity of care recipient, (e) had a telephone in his or her home and/or a telephone available at work, (f) had access to a computer at work or at home, (g) spoke English, (h) planned to remain at current place of employment for at least 6 months, and (i) had been at current place of employment for 6 months. Organizational alumni who were working full-or parttime and involved in caregiving were also eligible for this study. Caregivers were excluded if he or she (a) had a terminal illness with life expectancy <6 months, (b) was in active treatment for cancer, (c) was blind or deaf, and (d) was currently participating in another caregiver intervention program.
Procedures. Informed consent and baseline data were collected by interview within 15 days of the initial screening. The assessment took place at the participant's location of choice including his or her home. A trained assessor administered the assessment battery. Upon completion of the baseline assessment, participants were randomly assigned to one of the two treatment conditions. A biostatistician who was not present at the time of assessment carried out randomization using an automated program. Participants were informed of their assignment by the assessor. Participants completed one follow-up assessment after the interventions ended (5 months postbaseline), consisting of the same measures that were obtained at baseline. Assessments were delivered online or by an assessor blind to intervention condition. All study methods and protocols were approved by the Institutional Review Board (IRB) of the principal investigator's institution (IRB No. 20090686) .
Treatment conditions
The Caregiver Workstation. Participants assigned to the intervention group received the Caregiver Workstation, a multicomponent, psychosocial technology-based intervention designed to address five areas that are linked to caregiver stress health processes (Czaja et al., 2013; Gitlin et al., 2003) : (a) enhancing caregiver knowledge and understanding of caregiving issues (e.g., role strain of working caregivers, health and emotional consequences of caregiving), (b) improving physical health (e.g., nutrition, exercise, and importance of having regular medical checkups), (c) promoting emotional well-being (e.g., consequences of stress and stress management techniques), (d) improving communication skills (e.g., effective communication with employers/supervisors, health care providers, and family and friends), and (e) expanding social and community support (e.g., employee benefits and assistance programs, and national and community resources for caregivers of older adults). The intervention consisted of multimedia (combined text, voice and video clips) features that were placed within a customized website. Participants accessed the site through a secure link using a login name and password. The website included skill-building modules, educational seminars, an annotated resource guide, information and tips, and email-based ask-a-question feature. Those assigned to the Caregiver Workstation were provided with a brief overview of focus areas of the intervention and a brief review of content of the website. Participants were also provided with training on how to use and access the website components in a follow-up visit by a certified interventionist in their workspace, scheduled at the convenience of the participant.
Skill-building modules were scripted educational video clips by trained interventionists and focused on five topics in the following sequence: (a) basic facts about caregiving and available resources, (b) social support, (c) basic caregiving skills, (d) emotional well-being, and (e) self-care and healthy behaviors. The modules were introduced on a monthly basis and included practice exercises for the participant. For example, the participants were instructed and asked to practice simple stress management techniques such as breathing exercises or were provided with a demonstration of a role-playing exercise between a caregiver and a family member. Each module was approximately 30 min in length.
Educational seminars complimented the skill-building modules and consisted of video clips of faculty and staff from the University of Miami (UM) discussing current topics that are germane to caregiving. A webinar format was used. Each seminar was 20 min in length. The topics complimented the issues being addressed in the skill-building modules and included topics such as caregiving challenges and depression; techniques for stress management; resources available within the university such as the wellness center, EAPs, ongoing research projects, and community resources; planning for life transitionslegal issues; long-term care options; nutrition; exercise; and well-being. A reminder message appeared on the website to alert the participant about the dates of the seminars. The seminars occurred during the lunch hour to facilitate the ability of the participants "to attend." Once the seminar was given, it became available in a video library. The seminars occurred monthly and were interspersed with the skill-building modules.
The annotated resource guide was a listing of formal support services (e.g., respite care) and organizations (e.g., Area Agency on Aging, Family Caregiver Alliance) available at a national level, in the community, and at UM. The information and tips component was a menu-based compilation of brief information about a variety of topics that may be relevant to caregivers (e.g., planning for life transitions, stress management, healthy living, communication tips). The tips were short and included recommendations for further information on the topic. The tips were always available on the website and arranged in hierarchical menus. The email-based ask-a-question component allowed participants to send questions related to caregiving to an interventionist via email. The interventionist responded to the question via email within a week unless it was of an urgent nature and indicated high risk. Appropriate protocols were in place to handle safety alerts and adverse events.
The intervention also included five telephone support groups. The groups were formed using rolling admissions and consisted of up to eight caregivers, scheduled at their convenience (e.g., lunch hour vs. evening). The groups were closed-ended, so that each group had the same group members throughout the life of the group. The groups met for 60 min and included a 10-min introduction and check-in, a 15-min didactic component led by a trained group facilitator, and 30 to 35 min of open discussion. The topics discussed in the didactic portion were standardized across the groups and were linked to the topics introduced in the skill-building modules. Previous studies with dementia caregivers have found telephone support groups to be valuable because of the social and emotional support and useful information obtained from other group members (Bank, Argüelles, Rubert, Eisdorfer, & Czaja, 2006; Belle et al., 2007; Winter & Gitlin, 2007) . Finally, participants assigned to the intervention condition received a caregiver notebook. The notebook contained additional educational material on the five focus areas, and information on national, community, and university resources. The notebook also had additional reading materials on specific problem areas linked to the skillbuilding modules.
Information-only control. Caregivers who were randomly assigned to the control condition received standard information about available community and organizational resources and programs, and caregiving. However, no training or other intervention engagement was provided. Participants in the information-only control condition also received three "check in" telephone calls during the course of the study as well as a modified version of the notebook at the end of the study. The protocol was overseen by a Data Safety Monitoring Board and reviewed and approved annually by the UM IRB.
Outcomes. The primary outcomes were feasibility and acceptability as measured by participant evaluation of the project. We also considered attrition rate as an indicator of acceptability based on the notion that if the intervention was not found to be useful, the caregivers would discontinue their participation in the project. In addition, we examined care recipient functioning by measuring activities of daily living and instrumental activities of daily living (ADLs/IADLs). Also assessed at baseline and postintervention were caregiver burden, using the short version of the Zarit Burden Interview (Bédard et al., 2001) ; emotional well-being, using the Center for Epidemiological Studies-Depression Scale (CES-D; Radloff, 1977) ; positive aspects of caregiving, using an 11-item scale, which was modified from an earlier nine-item version that was used in the initial Resources for Enhancing Alzheimer's Caregiver Health (REACH I) project (Roff et al., 2004; Roth, DilworthAnderson, Huang, Gross, & Gitlin, 2015; Tarlow et al., 2004) ; social support, using a 10-item measure encompassing three domains: received support (Barrera, Sandler, & Ramsay, 1981; Krause, 1995) , satisfaction with support (Krause, 1995; Krause & Markides, 1990) , and negative interactions (Krause, 1995) ; quality of life, using the Quality of Life Inventory (Frisch, Cornell, Villanueva, & Retzlaff, 1992) ; and work limitations, using 19-item questionnaire, which measured difficulties in scheduling, concentration, getting along with others at work, and efficiency.
Measures
Sociodemographic questionnaire. The following caregiver sociodemographic data were gathered: age, years in the United States, years spent caregiving, hours per week spent at work, hours per day providing care, sex, relationship to care recipient, ethnicity, marital status, employment status, and income.
The working caregiver project evaluation. The Working Caregiver Project Evaluation is a 39-item questionnaire that was developed specifically for the study to assess participant feedback. Study investigators developed the questionnaire with specific interest in understanding the participants' opinions regarding the specific components of the intervention. Such detailed feedback regarding the various components of the intervention would not have been possible using an existing, generic scale. Because this is the first study in which the measure has been used, psychometric properties of the measure have yet to be studied. Each item was developed and reviewed using a consensus process. See the online appendix for a copy of the questionnaire.
Qualitative data analysis. Focus group participants consented to have their sessions audio recorded, and those sessions were then transcribed, entered into NVivo®, a qualitative software program (QSR International, 2009), and analyzed thematically (Whitley & Crawford, 2005) . A theme captures something important about the data in relation to the research question, and represents some level of patterned responses within the data set (Miles & Huberman, 1994) . Themes were identified independently first, and then consolidated into a coding scheme. A descriptive coding approach was used to summarize in a word or short phrase the basic topic of each theme (Miles & Huberman, 1994) . Transcripts were coded by two bachelor's level research assistants. Both coders independently examined the data before inspecting each other's coding scheme. Impressions and observations were discussed between the two coders until consensus was reached on the prominence of the themes within each domain listed in the results. This method of multiple coding is an important step in reducing investigator bias (Whitley & Crawford, 2005) . NVivo® (QSR International, 2009) was used to systematically search for and retrieve all coded material for each theme.
Quantitative data analysis. All analyses were performed on the basis of the intent-to-treat principle, so that comparisons were made according to the assigned intervention groups. Intervention group differences on sociodemographic variables were tested using a one-way ANOVA for continuous variables and chi-square analyses for categorical variables. For the main outcomes, chi-square, pairwise comparisons were used to compare responses on the Working Caregiver Project Evaluation between the two conditions. Table 1 shows baseline clinical and sociodemographic characteristics of caregivers and the care recipients who were randomized to either Caregiving Workstation or control. We did not find baseline differences in any of the outcome measures. Baseline data indicated that participants in the Caregiver Workstation (M = 32) and the control (M = 32.1) experienced moderate levels of burden. Caregiving responsibilities had a minor impact on caregiver's emotional well-being, social support, and quality of life. Baseline data indicated that caregiving responsibilities had an impact on work activities. For example, our sample indicated that their caregiving responsibilities affected their ability to begin the workday, stick to a work routine or schedule, keep their mind on their work, think clearly while working, and concentrate on their work.
Results
Sociodemographic Characteristics
The average age of the caregivers assigned to the Caregiver Workstation condition was 47.9 years, and the average age of those to the control condition was 49 years. The average years of education were 14.4 for the caregivers assigned to the Caregiver Workstation condition and 14.1 for those in the control condition. The sample was ethnically diverse (60% Hispanic in Caregiver Workstation, 52.8% in control), and the majority of the caregivers were daughters (68.6% in Caregiver Workstation, 77.8% in control). The average age of the care recipients in the Caregiver Workstation condition was 76.3 years and 79.8 years for those in the control condition. The average number of ADLs/ IADLs that care recipients needed help with were 11.2 for those in the Caregiver Workstation and 11.1 for those in control condition. The most prominent health conditions among the care recipients were Alzheimer's disease or related dementia, cardiovascular conditions, and diabetes.
Feasibility and Acceptability
Sixty-two caregivers completed the 5-month follow-up. The attrition rate of 12.7% was lower than the 15% that we had originally predicted based on other caregiver studies (Gitlin et al., 2003; McGinnis, Schulz, Stone, Klinger, & Mercurio, 2006) . Pairwise comparisons revealed significant differences in the way each group viewed the project. More than half of the participants in the intervention condition (56.3%) stated that they benefited "a great deal" from participating in this project compared with 30% in the control condition. A greater proportion of participants in the intervention condition (62.5%) said that their participation in the project helped them "a great deal" to understand better caregiving and caregiving responsibilities compared with those 44.1 ± 10.7 39.3 ± 12.9 F = 2.9 Caregiver years of education (M ± SD)
14.4 ± 1.4 14.1 ± 1.9 F = 0.7 Years spent caregiving (M ± SD) 6.9 ± 8.1 7.6 ± 6.9 F = 0.13 Hours per week spent at work (M ± SD)
43.2 ± 13.3 39.4 ± 11.8 F = 1.5 Hours per day providing care (M ± SD) 4.5 ± 6.3 4.1 ± 3.0 F = 0.1 Total ADL and IADL c (M ± SD) 11.2 ± 2.9 11.1 ± 3. Note. ADL = activity of daily living; IDAL = instrumental activity of daily living; CSE-D = Center for Epidemiological Studies-Depression Scale. a Six participants (two in the intervention condition, four in the control) preferred not to report annual income. bOne participant in the intervention condition preferred not to answer the question. c Two caregivers (one in the intervention condition, one in the control condition) preferred not to answer the questions on the ADL and IADL questionnaires. d Higher score corresponds to greater levels of perceived burden. e Higher score corresponds to more severe depressive symptoms. f Higher score corresponds to increased satisfaction with the caregiving experience. g Higher score corresponds to increased levels of received social support and satisfaction with the support that was received. h Higher score corresponds to increased receipt of negative support. i Higher score corresponds to increased quality of life. j Lower score corresponds to increasing difficulty in performing work-related activities (e.g., sticking to a routine or schedule, concentrating at work, getting along with coworkers, and working efficiently). in the control condition (23.3%). In comparison with participants in the control condition (23.3%), a greater proportion of the caregivers in the intervention condition (56.3%) stated that their participation in the project helped them "a great deal" to feel more confident about their caregiving skills. Details of their responses to the Working Caregiver Project Evaluation are presented in Table 2 . Seventeen participants answered the four short answer questions on the Project Evaluation Questionnaire. Answers to the short answer questions reinforced what the participants had endorsed in the questions that preceded them. Specifically, they stated that the support groups and the ability to access information were "extremely useful." They enjoyed the opportunity to "share information, knowledge, tips, personal experiences and support with others in real time." The most common suggestions for improvement of the Workstation were expansion of the Caregiver Workstation, accessibility to all employees of the institution, and a more visually appealing website. Table 3 illustrates the usability results of the Caregiver Workstation among those participants randomized to the Caregiver Workstation condition. Participants found the Caregiver Workstation to be helpful (M = 2.6) and that the information provided was easy to understand (M = 2.7). Participants found the telephone support groups to be very useful: participation in the telephone support groups was seen as valuable (M = 2.8), participation in the telephone support groups increased their knowledge of caregiving (M = 2.7), and participation in the telephone support groups improved their skills as a caregiver (M = 2.6).
Exploratory Results: Burden and Negative Support
Given that this was a feasibility trial, we were not powered to detect differences in the outcomes of interest. Table 4 illustrates the change in scores from baseline to postintervention in all the outcome measures used. The largest improvements occurred in burden and in work activities, which encompasses difficulties in scheduling, concentration, getting along with others at work, and efficiency.
Discussion
The overall aim of this pilot study was to examine the feasibility and acceptability of a multicomponent, psychosocial intervention specifically designed to meet the unique needs of caregivers who are balancing caregiving duties with employment and work responsibilities. Currently, there are limited data available regarding the benefits of employer programs for caregivers or the type of programs caregivers find most useful. This pilot study is the first step in developing a working caregiver intervention program that can be implemented on a broad-scale basis. Our results indicate that an intervention tailored to the time demands of a working caregiver is feasible, acceptable to caregivers, and has the potential to have positive long-term effects. The Caregiver Workstation intervention is innovative in the delivery method. a Answers to these questions were scored on a 3-point rating scale ranging from 1 (not at all) to 3 (a great deal).
The results from the program evaluation were extremely positive. Overall, the findings indicated that the caregivers who received the intervention reported significant benefits from their participation in the program. For example, those who received the intervention reported that they benefited in terms of understanding their role as a caregiver and the responsibilities that caregiving entailed. In addition, those who received the intervention reported that participation in the program helped them to feel more confident in their skills as a caregiver and enhanced their ability to care for their loved ones. Half of the caregivers indicated that participation in the program provided them with an opportunity to share their feelings about being a caregiver. In this regard, the majority of the caregivers who received the intervention reported that the telephone support groups were of great value, participation in the groups improved their knowledge of caregiving, and that participation in the groups greatly improved their skills as caregivers. Caregivers would often use the telephone support groups to ask questions or seek advice on how to cope with a problem behavior that they were struggling with at the time. During the support groups, other participants would often share their caregiving knowledge or experience with others, and emotional support was provided by other group members. Clearly, these findings indicate that telephone support groups are very beneficial to working caregivers. The use of technology was an innovative strategy to overcome logistic barriers many caregivers experience in access to needed programs and services. Technology offers several advantages over current intervention approaches such as increased ability to deliver and access information on demand, asynchronously and over long distances, increased access to health professionals, and social support (Czaja, Eisdorfer, & Schulz, 2000; Finkel et al., 2007) . Technology also affords the opportunity to present information in a wide variety of formats to suit the needs of the user population. In this pilot study, a website was created to enable working caregivers to access educational modules and health-related information or information about available community resources on their own time. Via this website, caregivers were able to watch skill-building videos and attend "support groups" to communicate with other caregivers. Technology-based interventions also have the benefits of a "one size fits all" intervention while being able to tailor to the individual caregiver's needs. For example, an important factor is stage of the caregiver's career. Caregivers who are in the early stages may need more information on what to expect in terms of their loved one's disease, whereas those in the later stages of caregiving may need more information on transition issues such as placement or legal matters. Participants in our study had a high level of education. This subgroup of working caregivers may be at particular risk of poor work outcomes. Prior research has found that caregivers with higher education were more likely to report that caregiving interfered with their work compared with caregivers with lower education levels (Longacre et al., 2017) . Perhaps, caregivers with higher education also hold positions that entail greater job responsibilities or longer working hours; hence, they may perceive that caregiving is interfering with their ability to do their job effectively.
Several limitations of this study are worth noting. First, our small sample size limited our ability to test a hypothesis regarding intervention effects on burden. However, our results have proven to be promising, and provide evidence that an adequately powered, randomized control trial is warranted. Second, not all caregivers were caring for care recipients with the same disorder. Dementia caregivers are more likely to experience and report negative effects when compared with those caring for someone with another illness (Ory, Hoffman, Yee, Tennestedt, & Schulz, 1999) . It is unknown whether the intervention had a differential impact on those caregivers who were caring for loved ones with dementia. Third, the majority of the caregivers in our study were women. It is not known whether similar results would be obtained with men, who are now more often assuming caregiving responsibilities (Alzheimer's Association & National Alliance for Caregiving, 2004). Fourth was our sample. It was mostly limited to one group of ethnically diverse caregivers who were highly educated, worked in a university setting, and knew how to use technology. As such, the results based on this sample may not generalize to caregivers from differing racial/ ethnic groups, or to working caregivers who are less educated, or those who work in more physically demanding, blue-collar type jobs. Fifth, the Working Caregiver Project Evaluation measure used in this study was developed by the investigators and has not been validated. Sixth, the 3-point scale on the Working Caregiver Project Evaluation measure may have placed too narrow a range of responses, thus potentially limiting nuanced feedback from the participants. Seventh, we did not objectively measure utilization of the Caregiver Workstation (e.g., time spent on the website, how many times caregivers were logging in). These data would have been useful to validate the self-report data in the project evaluation measure. Finally, we did not measure reasons for dropping out among those participants who were lost to follow-up.
Although these results should be viewed with some caution, they suggest potential directions for further inquiry. A potential next step is to conduct a qualitative study to assess areas of the intervention that need improvement. Such a study may elucidate further what works in this program, what may need to be improved, and what caregivers would like to see in this service. Another potential next step is measurement of variables of interest beyond pre and post to 3, 6, and 12 months postintervention. Because one of the modules is dedicated to self-care and healthy behaviors, valuable information may be gained by incorporating measures that assess caregivers' health (e.g., Short Form Health Survey-36 and EuroQol-5D questionnaires, emergency department use, number of sick days for the caregiver). Finally, measures on care recipients' well-being and quality of life (as reported by caregivers) may also be used in other studies.
Lessons Learned
Based on our discussions from our caregiver focus groups and the results from our project evaluation, we have learned the value of our intervention to working caregivers. Most of our focus group participants indicated that they had no knowledge of caregiving skills or of resources or programs available to assist them with their caregiving responsibilities. We learned that working caregivers have significant time constraints. Thus, interventions must be brief but highly concentrated and tailored to the needs of the caregiver. In addition, working caregivers preferred the focus of the intervention to be dependent on their stage of caregiving. For example, caregivers who are in the early stage may need more information on what to expect in terms of their loved one's disease, whereas those in the later stages of caregiving may need more information on transition issues such as placement or legal matters. Intervention programs must also be flexible to accommodate the caregivers' schedule. In addition, program evaluation and baseline assessments must be as brief as possible, especially if given in an online format. Evaluation efforts must also include indices of cost-effectiveness to help encourage "buy-in" from employers. Furthermore, not all components of the intervention are necessary. For example, the email-based ask-a-question feature was rarely used. Participants were able to get many of their questions answered through the educational materials that were provided or through the support groups.
Having a multidisciplinary team with good communication among team members was seen as critical to the project's success. At the same time, findings indicate that strong technological support-information technology staff as well as certified interventionists-for this technology-based intervention and a well-developed recruitment strategy early on were other areas deemed as important. Finally, the fact that so many control participants answered "a great deal" to the items on the project evaluation questionnaire indicated to us that working caregivers are in great need of help. Basic information and attention by someone who understands their ordeal can have a positive effect in the lives of these individuals.
Conclusion
In sum, the growth in the older adult population will lead to more workers taking on older adult care responsibilities (Redfoot, Feinberg, & Houser, 2013) . These unpaid caregivers will likely continue to be the largest source of long-term care service in the United States in the future. To remain competitive in today's economic market, business and industry will need to develop strategies to aid the caregiver. Clearly, there is a need for innovative programs to support the increasing number of working caregivers. There is also a need to systematically evaluate the effectiveness of these programs on both employee and employer outcomes. Finally, there are limited data on the potential role of existing and emerging technologies in providing support to working caregivers. Recent advances in information technology may make it possible for many working caregivers to overcome logistic barriers and have access to needed programs and services.
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